Elevated mammographic density (MD) is an established breast cancer risk factor. Studies examining relationships between MD and breast cancer risk factors are limited in China, where established breast cancer risk factors are less prevalent but dense breasts are more prevalent than Western countries. This study included 11,478 women (45-69 years; 36% premenopausal) participating in an ongoing national cancer screening program in 11 urban provinces in China and predicted as having high-risk for breast cancer. Polytomous logistic regression was performed to assess associations between MD and risk factors by comparing each higher Breast Imaging Reporting and Data System (BI-RADS) category (2, 3, or 4) to the lowest category (BI-RADS, 1). We found associations of increasing age, body mass index, weight, postmenopausal status, and parity with lower MD. Higher levels of education, increasing height, and later first birth were associated with higher MD. These associations did not vary by menopausal status. Additionally, the association between longer period of breastfeeding and lower MD was seen among postmenopausal women only (P interaction = 0.003). Having first-degree relatives with breast cancer diagnosed before 50 years was associated with lower MD only among premenopausal women (P interaction = 0.061). We found effects of established breast cancer risk factors on MD showed similar directions in Chinese and Western women, supporting the hypothesis that MD represents cumulative exposure to breast cancer risk factors over the life course. Our findings help to understand the biological basis of the association of MD with breast cancer risk and have implications for breast cancer prevention research in China.
INTRODUCTION
The estimated age-standardized incidence rate of breast cancer in China (22.1 per 100,000 person-years) is currently lower compared with Western countries (e.g., 92 per 100,000 person-years in Northern America). 1 However, incidence rates have increased rapidly during the past decades and breast cancer is now the most frequently diagnosed female cancer in Chinese and Asian women. 2, 3 Previous studies have suggested that rising breast cancer incidence in Asian women is largely attributable to changes in reproductive and lifestyle risk factors such as declining fertility rates, delayed age at first birth, reduced breastfeeding, and increasing body mass index (BMI). [4] [5] [6] [7] Mammographic density (MD) reflects the proportion of radiologically dense epithelial and stromal breast tissues that are visible on a mammogram. The association between higher MD and breast cancer risk has been reported in diverse populations. [8] [9] [10] [11] [12] [13] [14] [15] [16] However, in China, where the mammogram screening program is available only in selected areas and populations, 17 the evaluation of MD in relation to breast cancer risk is very limited. Several breast cancer risk factors including age, reproductive factors, body size, menopausal hormonal therapy, and dietary factors are associated with variations in MD. [18] [19] [20] [21] This research suggests these risk factors can influence changes in breast tissue, manifested as variations in MD. Well-known risk factors for breast cancer explain 20-30% of the variance in percent mammographic density (PMD) in Western populations, 19, 22 suggesting that additional factors influencing MD variation remain to be identified. Knowledge of the genetic basis of MD is limited, but twin studies suggest that MD is a highly heritable trait and the majority (60-70%) of the residual MD variance can be explained by genetic factors after accounting for known MD influencing factors. 23 Several studies show ethnic variations in MD and indicate that ethnicity is one of the factors that influences MD and may influence some of the associations between MD and breast cancer risk factors. [24] [25] [26] [27] [28] Accordingly, the expansion of MD studies to populations with distinct genomic architecture and environmental and lifestyle exposures may improve our understanding of factors that influence MD and have important public health implications. Compared to Western populations, Asians are known to have higher PMD but lower prevalence of well-established breast cancer risk factors associated with Western lifestyle. Therefore, MD-influencing factors might not have exactly same effects in Asians as in Western populations. In addition, it is unknown how exposures with higher prevalence among Asian women such as tea drinking would influence MD.
Prior studies evaluating MD influencing factors among Asian women were limited to immigrant Asians 29, 30 or more developed Asian countries, such as Singapore, [31] [32] [33] [34] Japan, 35, 36 and Korea. [37] [38] [39] [40] Except for one large population-based study, 41 MD studies conducted in China have been small and examined only a limited number of risk factors. 42 Because density decreases with menopause, 43, 44 it is important to evaluate risk factor associations separately for premenopausal and postmenopausal women. However, none of these studies evaluated factors that influence MD by menopausal status. 41, 42 Therefore, we comprehensively examined the associations of MD with reproductive and lifestyle factors considering menopausal status among Chinese women who participated in a large multi-city screening program in China and had high predicted risk of developing breast cancer.
RESULTS
The distributions of selected characteristics are shown in Table 1 . The mean age was 54.4 years (range, and mean BMI was 24.1 kg/m 2 (range, 15.8-36.4) . Thirty percent of participants had first-degree relatives with breast cancer diagnosed before age 50. Most women were postmenopausal (64%), parous (94%), and reported that they had breastfed (83%), and had never smoked (87%) or drank alcohol (74%). The distributions of MD within Breast Imaging Reporting and Data System (BI-RADS) categories are shown for different age groups in Fig. 1 . The overall distribution was as follows: 11% (1, almost entirely fat), 37% (2, scattered fibroglandular densities), 50% (3, heterogeneously dense), and 3% (4, extremely dense). Heterogeneously dense was the most common MD category for both premenopausal (65%) and postmenopausal (42%) women. As expected, MD decreased with increasing age (P Mantel-Haenszel Chi-Square < 1.0E-30). MD also varied by family history, education, BMI, weight, age at menarche, parity, age at first full-term birth, breastfeeding, menopausal status, age at menopause, smoking, alcohol, and tea drinking (P Chi-square or ANOVA < 0.05, Table 1 ). Table 2 shows the overall associations between examined risk factors and MD in the multivariable polytomous regression model. Older age (OR trend = 0.80, 95% CI = 0.79-0.82; per 2-year increase), postmenopausal status (OR trend = 0.73, 95% CI = 0.66-0.81), higher BMI (OR trend = 0.78, 95% CI = 0.76-0.80; per 2 kg/m 2 ), having firstdegree relatives with breast cancer diagnosed before age 50 (OR = 0.87, 95% CI = 0.80-0.96), and being parous (OR trend = 0.74, 95% CI = 0.62-0.88) were associated with lower MD. In contrast, higher education level was associated with higher MD. Later first full term-birth was associated with higher MD (OR trend = 1.38, 95% CI = 1.21-1.57, P = 1.2E-06; 29+ vs. <25 years). Women who had breastfed for longer than a year were likely to have lower MD (OR trend = 0.84, 95% CI = 0.74-0.96). When weight and height were analyzed separately to replace BMI in the model, height was positively associated with MD (OR trend = 1.10, 95% CI = 1.08-1.12; per 2 cm increase) and weight was inversely associated with MD (OR trend = 0.91, 95% CI = 0.90-0.92; per 2 kg increase). Tea drinking was associated with lower MD in the multivariable model without the adjustment of province (OR trend = 0.72, 95% CI = 0.67-0.78; yes vs. no), however, the association became non-significant (OR trend = 0.98, 95% CI = 0.90-1.07) with the adjustment due to the significant heterogeneity by province.
The distributions of risk factors for dense and non-dense groups are shown in Supplementary Table 1 . Overall, associations for most risk factors examined were similar in premenopausal and postmenopausal women except for family history, parity and breastfeeding duration ( Table 3 ). The association of family history (first-degree relatives with breast cancer before age 50) was associated with MD only among premenopausal women (OR = 0.75, 95% CI = 0.62-0.91) but not among postmenopausal women (OR = 1.01, 95% CI = 0.89-1.15). In contrast, statistically significant associations with parity and breastfeeding were only observed among postmenopausal women with the interaction term significant only for breastfeeding. In addition, among postmenopausal women, later age at menopause was associated with higher MD (OR trend = 1.12, 95% CI = 1.05-1.20). Figure 2 shows province-specific associations from the metaanalysis. Among all risk factors examined, the associations for MD with age, BMI and weight differed in magnitude, but not direction by province (P heterogeneity < 0.05). Figure 3 shows province-specific associations for family history and breastfeeding and MD by menopausal status. The associations between MD and having a first-degree relative with breast cancer before age 50 showed heterogeneity by province ( Fig. 3a , P heterogeneity = 0.14 and 0.007 for premenopausal and postmenopausal women, respectively), whereas the associations with breastfeeding did not show significant variation across provinces in either premenopausal or postmenopausal women ( Fig. 3b ).
DISCUSSION
The goal of this study was to examine associations of MD with known breast cancer risk factors using data collected from a population-based multi-center screening program in China. Our study is one of the largest MD evaluations conducted among Asian women, which permitted stratification by menopausal status. Our results are consistent with the only other large study conducted among 28,388 Chinese, showing that MD was related to age, menopause, parity, and age at first full-term birth. 41 However, the previous study did not collect information on several important risk factors (such as breastfeeding and age at menopause, etc.) and did not investigate the potential modification by menopausal status. Using a more comprehensive multivariable model, in addition to those expected associations, we observed that increasing height, higher education level, and later age at menopause were associated with higher MD, whereas having first-degree relatives with breast cancer diagnosed before age 50 was associated with lower MD. Further, we found that longer duration of breastfeeding was associated with lower MD but only among postmenopausal women. Taken together, these findings support the hypothesis that some established breast cancer risk factors may be mediated through MD, an intermediate phenotype for breast cancer risk, among Chinese women.
Similar associations of MD with age, weight, BMI, and parity observed in Asian and Western countries suggest that these factors have a similar impact on MD in different populations. [29] [30] [31] [32] [33] [34] [35] [36] [37] [38] [39] [40] [41] [42] 45, 46 However, it remains unclear whether the effect size for these MDinfluencing factors differs by race/ethnicity. A longitudinal analysis showed that the age-related decline of PMD was slower among Japanese women compared to Caucasians, 47 suggesting possible racial/ethnic heterogeneity in MD variations in relation to age. Similarly, although some researchers observed a strong inverse correlation between BMI (or weight) and PMD across diverse populations, 22, 40, [48] [49] [50] the associations between absolute areas (dense or non-dense) and BMI varied significantly by ethnicity, 22, 30, 32, 40, 50, 51 which may be due to the substantial difference in body size and breast composition by ethnicity. 29 Standardized quantitative MD measurements in diverse populations are needed to address this question.
The inverse associations of age and BMI with MD have been consistently found and was also confirmed in our study. The seemingly paradoxical age association was explained previously by the concept of 'breast tissue aging (exposure)' proposed by Pike. 46 Specifically, in Pike's model, the decline of PMD with age parallels that of the rate of 'breast tissue aging', which refers to the cumulative exposure of breast tissue to hormones, growth factors, and other carcinogens and was suggested as a more relevant measure in relation to MD compared with chronological age. 45, 46 In this model, both the rates of breast tissue aging and PMD are greatest at younger ages and decline with increasing (chronological) age, and both show decreases during pregnancy and menopause. The inverse association between BMI and MD likely reflects the correlation between body fat and fatty tissue within breasts. Previous studies have shown that the effects of weight and MD on breast cancer risk both became stronger after the adjustment for each other, suggesting that BMI and MD are negative confounders of each other in their associations with the risk of breast cancer and likely to operate via independent pathways. 50 A recent meta-analysis estimated that breast cancer risk increased by 17% with every 10 cm increase in height 52 and endogenous factor such as IGF-1 have been linked to underlying height, MD and breast cancer risk. 53, 54 However, prior evaluations of MD and height have led conflicting results; positive 22, 55 and null associations 48, 50 have been reported in both Asian and Western populations. More studies are needed to confirm the height-MD association.
The genetic basis of MD remains largely unknown. Previous studies showed that women with higher MD were more likely to have first-degree relatives with breast cancer 56 and odds increased with the number of affected relatives. 57, 58 A recent genome-wide association study evaluating common genetic variants also identified shared genetic loci associated with both breast cancer risk and MD. 59 Therefore, the unexpected association of lower density with positive family history of breast cancer observed in our study requires cautious interpretation. It is noteworthy that a recent Spanish study showed MD was significantly lower among BRCA2 mutation carriers compared to non-carriers in women from high-risk families. 60 Therefore, it is possible that high-risk rare mutations and low-risk common variants may have different effect on MD. This notion is consistent with our observation of the significant association only among premenopausal women and women with first-degree earlier-onset family history, i.e., women more likely to carry high-risk alleles. In addition, our study participants were selected to be enriched for positive family history of breast and/or ovarian cancers, and therefore, the MD-family history association found in our study may not generalize to the general population.
Consistent with several studies, 61, 62 we found that higher levels of education were independently associated with higher MD, suggesting that the MD association with education could not be fully accounted for by measured variables such as BMI and reproductive factors. Other unmeasured lifestyle factors including dietary factors, physical activity, and socioeconomic status-related stress may also contribute and further investigation of these relationships is warranted in future studies.
We found that menopausal status was independently associated with MD after accounting for age and other confounders. This finding is consistent with previous evidence showing that age-related declines in MD are non-linear and that the rate of change may be faster among younger than older women. 63 In our study, we also found that earlier age at menarche and later age at menopause were associated with higher MD, which supports the hypothesis that the cumulative exposure to endogenous hormones has a similar impact on MD and breast cancer risk. 46 Likewise, the associations of nulliparity and older age at first full-term birth with higher MD also suggest that hormone-related risk factors may potentially affect breast cancer risk through MD. The literature regarding breastfeeding and MD is inconsistent, 32, 35, 38, 42, 64, 65 which may be due to limited sample sizes in these studies, as well as a lack of information on breastfeeding duration. We observed that longer breastfeeding was associated with lower MD among postmenopausal women. The reason for difference by menopausal status is not clear, but it may partly involve the long-term reduction in prolactin levels among parous women, 66 as circulating prolactin levels have been positively associated with MD among postmenopausal women in other studies. 67, 68 On the other hand, the lack of significant association among premenopausal women may be due to the relatively lower proportion of women with longer breastfeeding duration (≥1years, 21.1% among premenopausal vs. 28.4% among postmenopausal women). Additionally, we cannot exclude the possibility that the association with breastfeeding is mediated through parity since older Chinese women would have been more likely to have more children than younger women because of the one-child policy in China that started in the late 1970's. This is an area for future exploration.
Previous studies reported associations of MD with lifestyle factors such as alcohol consumption, 69, 70 smoking, 19, 69 and tea, 71 however, these factors were not associated with MD in our study. We found that tea drinkers were less likely to have dense breast, which is a potentially interesting finding since tea drinking has been shown to be protective for breast cancer by previous studies and the prevalence of tea drinking is high in China. However, the association was only seen in a few provinces (Chongqing and Gansu) and there was significant heterogeneity across provinces resulting in an overall lack of association after adjusting for province. In addition, detailed tea drinking behaviors (frequency, amount, duration, etc.) were not collected in this study. Future studies with detailed exposure measures are warranted to clarify the relationship between tea consumption and MD in Asian populations.
Major strengths of our study include the large number of study participants in an understudied Asian population, a comprehensive collection and analysis of multiple exposures of interest, centralized data collection, management, quality control, and quality assurance. All participating sites are first class tertiary hospitals in each province and all radiologists participating in the screening program have radiology certificate from the Department of Health and are required to have at least 5 years of clinical experiences in breast imaging. In addition, all participating radiologists received an intensive training before the screening program started followed with on-site training sessions during the screening program to enforce uniform standards for mammographic procedures and diagnosis and density reporting. Additionally, multi-regional participation has provided a distinct opportunity to assess regional heterogeneity in MD influencing factors. Several limitations of our study should be noted. First, MD was assessed using BI-RADS, which is subjective and known to vary across radiologists. 72, 73 Despite the centralized and on-site training to enforce the uniform MD measurement, measurement variability across different radiologists and screening sites is likely to exist. This subjectivity and variability may cause potential misclassification of MD levels and confound MD-risk factor associations. In addition, the MD associations observed in our study may also be confounded by other unmeasured or unknown factors such as lifestyle, social, and environmental factors and these factors are likely to vary across provinces (urbanization, air pollution, occupational exposure, etc.), which may partly explain the observed heterogeneity by province. Nevertheless, the associations between most factors examined and MD were consistent across different regions, suggesting that the observed associations were internally valid. Our study was also limited by the categorical BI-RADS measurement and the two-dimensional view. A quantitative measurement that assesses different phenotypes of MD (e.g., PMD, absolute dense area, non-dense area) accompanied by three-dimensional views or a volumetric approach may be more useful in establishing relationships between breast cancer risk factors and MD. Additionally, mammography was only performed on urban Chinese women who were predicted at being high-risk for breast cancer, and thus they are not representative of the general population. This design may account for the slightly higher proportion of dense breasts (BI-RADS 3 and 4; 54%) compared with the previous report (49.2%) of Chinese women within the same age groups. 41 Fig. 2 Associations of selected risk factors with mammographic density by province: a age, b education, c BMI, d weight, e height, f parity, g age at first full-term birth, h menopausal status, and i age at menopause. Province-specific OR trend and P trend for having dense (BI-RADS, 3-4) compared to non-dense breast (BI-RADS, 1-2) were estimated using multivariable logistic regression adjusted for age (per 2-years), education (none to elementary, middle school, high school, college + ), BMI (per 2 kg/m 2 ), age at menarche (<13, 13-14, 15+years old), parity (parous vs. nulliparous), and menopausal status (premenopausal and postmenopausal). Age at full-term birth (<25, 25-26, 27-28, 29+) was estimated only for parous women with additional adjustment for breastfeeding duration (no breastfeeding, 1-6 months, 7-12 months, 13 months+). OR for age at menopause (<49, 49-50, 51+) was estimated only for postmenopausal women. For categorical variables (education, age at first full term birth, and age at menopause), linear trend in association (P trend ) was tested by treating each factor as an ordinal variable. Meta-analysis was performed based on the random-effects model In summary, we found that later age at first full-term birth, later age at menopause, height, and higher education level were positively associated with MD, and age, BMI, family history of breast cancer, parity, and longer durations of breastfeeding were negatively related to MD among Chinese women at elevated breast cancer risk. Except for age, BMI, and family history of breast cancer, other established breast cancer risk factors showed the same direction of effect on MD, suggesting that the effect of these risk factors may be mediated through their influence on MD, an intermediate phenotype for breast cancer. Most associations were similar for premenopausal and postmenopausal women, except for breastfeeding duration, which showed stronger association among postmenopausal women. Further studies using standardized MD measures in diverse populations are warranted and may provide useful information to identify high-risk women particularly in lowresource countries where mammographic screening is not readily available to the general population.
METHODS

Study population
Study subjects were a subset of participants aged 40-69 in an ongoing cancer screening program in urban China led by the National Cancer Center/Cancer Hospital, Chinese Academy of Medical Sciences (CHCAMS). The goal of this program is to screen for the five most common cancers in China, including lung, breast, colorectal, upper digestive tract, and liver cancers. The program was initiated in 2012 and covered 12 provinces (Fig.  4a) in China between 2013 and 2014. Participants were interviewed to obtain risk factor data for the five targeted cancers using a standardized questionnaire. A risk prediction strategy was used to estimate risk for each cancer site. Individuals considered to be at high-risk for one of these five cancers were invited for further screening.
For breast cancer, two sequential methods were used to define high-risk groups. The first used information on family history of breast or ovarian cancer and parity, and the second using risk prediction software (Remote Data Collection System and Cancer Risk Assessment System) modified from the Harvard Risk Prediction Model 74 based on prevalence of risk factors and relative risks in the Chinese population (Fig. 4b) . A subset of women determined to be at high-risk for breast cancer were invited, on a first-come first-served basis, to participate in the breast cancer screening by ultrasound and/or mammographic imaging (only for women ≥ 45 years).
This study included women who participated in the screening program in 2013-2014 and had mammogram data available (Fig. 4b ). Our eligible sample included 12,584 women from 17 cities located in one of 12 provinces (or municipalities): Beijing, Chongqing, Gansu, Hebei, Heilongjiang, Henan, Hunan, Jiangsu, Liaoning, Shandong, Xinjiang, and Zhejiang. We restricted study subjects to women with negative imaging findings (i.e., Breast Imaging Reporting and Data System (BI-RADS) diagnostic categories, 1, 2 or 3). We excluded women if they had incomplete diagnostic classification (BI-RADS diagnostic category = 0) or suspected/confirmed malignant tumors (BI-RADS diagnostic category = 4, 5, 6), were recommended for further exams by imaging, or had missing density data. We additionally excluded participants from Liaoning province (n = 443) since most women (96%) were classified as having heterogeneously dense breasts (BI-RADS density score = 3) and we suspected potential MD misclassification. Our final analytic sample included a total of 11,478 women. The distribution of number of participant, age, and menopausal status by province was shown in Supplementary Table 2 . The mean age ranged from 52.8 in Xinjiang to 55.5 in Chongqing, and the proportion of postmenopausal women varied from 58% in Xinjiang to 71% in Chongqing. The study was approved by the Institutional Review Board of CHCAMS and informed consent was obtained from all participants in the study. The research was conducted following all relevant guidelines and procedures. This study was exempted from review by the Office of Human Subject Research Protections at the National Institutes of Health since NIH investigators do not have the access to the personal identifying information (Exempt Number: 13328).
Mammographic density assessment
Full-field digital mammograms were obtained in each participating hospital. A total of four films capturing craniocaudal and mediolateral Fig. 3 Associations of a having a first-degree relative with breast cancer before age 50 and b breastfeeding duration with mammographic density by province and menopausal status. Province-specific OR (95% CI) for having dense breast (BI-RADS, 3-4) compared with non-dense breast (BI-RADS, 1-2) was estimated by multivariable logistic regression. Meta-analysis was performed based on the random-effect model. a Group without family history of either breast or ovarian cancer was used as the reference. Model was adjusted for age (per 2 years), education (none to elementary, middle school, high school, college+), BMI (per 2 kg/m 2 ), age at menarche (<13, 13-14, 15+years old), and parity (parous vs. nulliparous). Model for postmenopausal women was additionally adjusted for age at menopause (<49, 49-50, 51+). b Breastfeeding duration (no breastfeeding, 1-6 months, 7-12 months, 13 months+) was treated as an ordinal variable among parous women with the adjustment for age (per 2 years), family history (no history, firstand/or second-degree relatives with breast and/or ovarian cancers except for first-degree with breast cancer before age 50 years, and first-degree relative with breast cancer before age 50 years; premenopausal women only), education (none to elementary, middle school, high school, college+), BMI (per 2 kg/m 2 ), age at menarche (<13, 13-14, 15+years old), age at full-term birth (<25, 25-26, 27-28, 29+), and age at menopause (<49, 49-50, 51+; postmenopausal women only) oblique views of both breasts were obtained for each woman. Imaging results were read by trained radiologists in each designated hospital and categorized using the BI-RADS guidelines (BI-RADS diagnostic category (0-6) and BI-RADS density scoring system (1-4)) recommended by the American College of Radiology (4th edition). 75 MD was categorized into four levels using the BI-RADS density scoring system: almost entirely fat (1), scattered fibroglandular densities (2), heterogeneously dense (3), and extremely dense (4) . Maximal values for BI-RADS diagnostic and density categories were used across the two breasts.
Selected risk factors
Data on breast cancer risk factors were extracted from the baseline questionnaire, including age, family history of breast and/or ovarian cancers, education level, lifestyle factors (smoking, alcohol consumption, and regular tea drinking), and reproductive history (age at menarche, parity, age at first full-term birth, cumulative months of breastfeeding for all live-born children, menopausal status, and age at menopause). Height (cm) and weight (kg) were measured and BMI was calculated from weight and height as kg/m 2 .
Statistical analysis
Differences in the distribution of each risk factor by BI-RADS density categories were assessed using one-way analysis of variance (ANOVA) or χ 2 test. To assess associations between MD and risk factors, we used polytomous logistic regression to compare each higher MD category (BI-RADS 2, 3, and 4) to BI-RADS = 1 (almost entirely fat, the referent group). Odds ratios (ORs) and corresponding 95% confidence intervals (CIs) were estimated using the PROC LOGISTIC procedure with the GLOGIT option. OR trend (95% CI, P trend ) across BI-RADS categories were also obtained using cumulative logistic regression with treating BI-RADS categories as an ordinal variable.
The base model included age, BMI, and province as covariates. For the multivariable analysis, we included all variables that had P < 0.05 in the base model. The final multivariable model included province, age (per 2 years), family history of breast and/or ovarian cancers (no history, firstdegree relative with breast cancer before age 50 years, and other history), menopausal status (pre-or postmenopausal), education (none to elementary, middle school, high school, or college+), BMI (per 2 kg/m 2 ), age at menarche ( < 13, 13-14, or 15+ years old), and parity (parous or nulliparous). Among parous women, age at first full-term birth (<25, 25-26, 27-28, or 29+ years), and breastfeeding duration (no breastfeeding, 1-6 months, 7-12 months, or 13 months+) were also included in the model. We also ran models in which we replaced BMI with height (per 2 cm) or weight (per 2 kg) to examine height and weight separately. Variables such as smoking (never, former, or current), alcohol consumption (never, former, or current), and regular tea drinking (yes or no) were not associated with MD in base model and therefore, were excluded from the final multivariable model. In the sensitivity analysis, the additional adjustment for these factors did not change the magnitude of the associations with other variables (data not shown).
Because density is known to decrease with menopause, 43 we therefore stratified our analysis by menopausal status. In stratified analyses, BI-RADS categories were collapsed into dense (BI-RADS, 3 and 4) and non-dense (BI-RADS, 1 and 2, reference) groups because of small number in some extreme categories. Models for postmenopausal women were additionally adjusted for age at menopause (<49, 49-50, or 51+). The potential effect modification by menopausal status was tested by including an interaction term between each explanatory variable and menopausal status in the analysis. Since family history was associated with MD only among premenopausal women, it was only included in the analysis for premenopausal women.
To assess the potential heterogeneity across different provinces, we also stratified analyses by province and provided summary statistics using meta-analysis based on a random-effects model. Tests for heterogeneity across provinces were assessed by I 2 statistics.
All statistical tests were two-sided. Meta-analysis was conducted using Stata/SE (version 11.2; StataCorp LP, College Station, TX) and all other analyses were conducted using SAS (version 9.3; SAS Institute Inc., Cary, NC).
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